the dimensions of which were determined by slit radiography. It was fashioned with no trochanters; a channel was provided at the neck-shaft junction and a wide coronal groove at the distal end.
Operation (30.12.52 ).-A strip of fascia lata was first obtained from the right thigh. Through a lateral incision the left femur was exposed through fibrosed vastus lateralis and filleted out with a diathermy electrode and a few touches of the scalpel. Special care was taken to secure the psoas tendon. The capsule of the hip-joint was opened and the head of the femur was delivered by gentle traction and the whole piece of bone was lifted out of the wound (Fig. 3) .
The abnormal findings were: (1) dense scar tissue at the lower end of the stump which spread upwards on the medial side and contained a number of bony spicules, (2) a large neuroma on the sciatic nerve and (3) intense fasciculations of the quadratus femoris and the upper part of the adductor magnus present throughout the operation. The scar tissue and the neuroma were resected. The prosthesis was inserted. The psoas tendon was passed through the tunnel and stitched to the glutei and the tensor fascie femoris with strips of fascia lata. The muscles were secured round the shaft of the prosthesis with two circumferential fascial sutures. Distally the ends of the adductors and vastus lateralis were stitched to each other in the groove at the tip of the prosthesis (Fig. 4 ). The vastus lateralis was closed over the artificial femur. Two glove drains were inserted.
Progress.-The patient's convalescence was marred by bouts of severe pain in the stump, which pain disappeared within one month, and by slow healing of the distal end of the wound. After three months the stump was healed and painless so that the patient was sent to a limb-fitting centre. He wore a pylon at four months and an artificial limb with a double swivel hip-joint six and a half months after his operation.
Ten months after his operation he stated that he had no pain but occasionally felt "pins-andneedles" in the foot of his phantom. On examination his stump was not tender and had a full range of strong active movements ( Fig. 5 ). There was no deformity of the hip-joint. He was walking well on his artificial limb. DISCUSSION Consideration of the three abnormal findings in this patient's stump leads us to the following conclusions:
(1) The intense fasciculations of the quadratus femoris and upper part of the adductor magnus were in all probability produced by operative trauma and were of no significance.
(2) The sciatic neuroma was also unimportant: the pain in the stump was felt in the distribution of the obturator nerve, and phantom-limb pain is not usually relieved by resection of a neuroma.
(3) The osteomyelitic femoral stump and the scar tissue round it must be regarded as the cause of this patient's pain, since after their removal the pain disappeared. This conclusion cannot lightly be dismissed, although no previous writers, not even Riddoch (1941) and Falconer (1953) , have considered diseased bone and scar tissue a source of pain in stump or phantom.
In spite of the satisfactory short-term result it would be wrong to claim a cure in this case since Lzwin and Phillips (1952) have reported a patient whose pain started twenty-seven years after amputation. It is felt that the method is worth further trial.
Fracture Separation of Upper Humeral Epiphysis.-DAvI L. EVANS, F.R.C.S. D. S., a boy aged 5, was transferred to Westminster Hospital on 30.10.51. One month earlier he had fallen some 14 feet, sustaining a fracture separation of the right upper humeral epiphysis (Fig. 1) . Two attempts at closed reduction had been made elsewhere, without improving the position.
Examination revealed the upper end of the humeral shaft projecting under the skin at the point of the shoulder. Movements of this joint were minimal and caused pain. X-ray showed no change in the deformity but much callus formation. No surgical intervention was indicated. He was encouraged to begin moving his shoulder.
Over the past two years movements of this joint have steadily increased, and the clinical and radiological deformity has become less marked.
Examination two years after injury reveals bowing of the upper end of the humerus, with some consequent shortening of the arm. Limitation of movement at the shoulder is only noticeable in abduction. Serial X-rays (September 1952, Fig. 2, and September 1953, Fig . 3) show the extraordinary degree of remodelling of the upper end of the humerus that has occurred in two years. As the boy is now only aged 7, there is every reason to anticipate an almost normal bone by the time growth ceases. I.-Male, aged 42. One week following a course of anti-rabies injections he developed transverse myelitis about the level of D.4. Flexion and adduction spasm of the legs was present and he required a suprapubic cystotomy for bladder paralysis. A sacral pressure sore developed. Gradually power and sensation returned, but seven months later it was noticed that both hips were adducted and could be separated only slightly. X-rays taken at this time showed massive calcification about both hip-joints, but worse on the left side (Fig. 1) . Only a trace of movement is present in either joint.
